This paper presents the rationale and findings of a feasibility and process study of the Kin Keeper SM Cancer Prevention Intervention. An observational cohort study design was implemented with African-American women in synergistic female family relationships. Community health workers (CHWs) from two Michigan public health programs recruited women to serve as 'kin keepers' who in turn recruited their female family members. In total, 161 kin keepers and female family members were sampled. Trained CHWs led kin keepers and family members in learning about breast cancer. Data methods included baseline and post-training administration of a breast cancer literacy assessment, post-training focus groups and review of personal action plans. To validate the feasibility of the process, a linear mixed-effects regression with 97% power was identified and differences in pre-post scores were detected at 5% significance level. Adjusting for family random effects, breast cancer literacy scores increased for all participants recruited (P-value 0.0004) suggesting that the process was feasible. Analysis of focus groups and action plans indicated that participants valued the instruction and planned to act upon it. This experience with kin keepers and their families offers encouragement that the theoretical model and its community-based delivery can continue to enhance scholarship dedicated to ameliorating health care disparities.
Introduction
This paper presents the rationale and findings of a feasibility study of the Kin Keeper SM cancer prevention program, which began as a theoretical model positing that African-American female family relationships are synergistic such that empowerment or self-efficacy education for individual women could engage other female family members. Assembling to learn about breast cancer prevention and early detection would empower AfricanAmerican female family members [1] . In this model, community health workers (CHWs), who serve as a liaison between the family and the health care system and have a relationship of trust with one of the family members, serve as a point of access, recruiting women from their public health program catchment area to serve as 'kin keepers'. These kin keepers, in turn, identify other female family members. The trained CHWs lead the kin keepers and their families in learning about their individual and familial risks for breast cancer. They also learn about screening guidelines, how to perform a breast self-examination (BSE), what to expect when obtaining clinical breast examinations (CBEs) and mammograms and how to share this education with their female family members. The kin keeper's home serves as the safe learning environment for this education.
Thus far, approaches to cancer education, prevention and screening involved using the influences of either the health care provider or communitybased programs. Although some of these programs may not have been presented as cancer literacy programs per se, they have promoted health literacy in one form or another. For example, communitybased interventions render technical assistance by disseminating knowledge regarding cancer prevention and available services. Some interventions are attached to ongoing programs in the community where employment skills are being offered, fostering self-help that leads to empowerment, which is highly valued in the African-American community [2] . As it relates to the Kin Keeper SM model and specific to this study, empowerment is a process and an outcome [3] . It influences women to consider changing their behavior (a process), including the degree of effort they invest in achieving change and the long-term maintenance of behavioral change [4] . The empowerment that the women experience builds capacity (an outcome), which often extends to other areas of their lives [5] . Effective community-based interventions take a variety of forms and locations, from being housed at a local clinic to forming a partnership with a local community-based organization [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] . A common theme of these approaches is the use of African-American women as employees or volunteers of the clinic or program. Programs that work with African-American faith-based organizations, such as churches, are also considered community-based approaches. Researchers found that faith-based organizations and religious practices influence African-American women's decisions about cancer prevention and screening behaviors [17] [18] [19] . Some investigators have begun to expand their community-based research by designing multigenerational or life span cancer control programs involving various stakeholders, such as middle school and high school children, churches and established senior citizen programs [20] .
Another factor that influences cancer prevention behaviors of African-American women is the health care provider. Provider-focused approaches are of particular importance because they address issues of health care or access to health services for African-American women. Researchers have sought to investigate the influence that physicians or other health providers have on decisions by AfricanAmerican women to engage in cancer prevention behaviors [15, [21] [22] [23] [24] [25] . Provider recommendation is probably one of the few accepted and undisputed predictors of mammography screening [26] . It is the strongest predictor of whether older African-American women will get screened [27] . Although provider recommendations are a strong predictor of behaviors related to cancer prevention [28] , physicians often forget to discuss prevention in busy clinics providing primary care for chronic disease management [29] . One approach to overcoming this barrier has been to use reminders as cues to action. Such strategies have been effective in increasing breast cancer screening rates by 20% at reasonable costs [29, 30] .
Culture is a vital component of health communications and often serves as a barrier between African-American women and cancer screening [31] [32] [33] [34] . 'A group's culture influences their knowledge, attitudes, and personal practices, which affects their responses to health information' [34] . Therefore, health literacy must be understood and addressed in the context of culture and language [35] . 'Culture values influence the understanding that people bring to the acquisition of new knowledge and skills' [36] . Understanding the sociocultural basis of variables that influence self-care practice and the influence of culture on language, interventions that are effective and culturally sensitive can be designed and implemented [36] . Friedell et al. [37] found that many individuals with limited literacy, rather than reading about the disease, more often obtained information about cancer from family and others who have had experiences with a latestage diagnosis. Additionally, research studies have indicated that African-Americans tend to be more oriented towards relationship to kinship [38, 39] and possess a strong oral tradition [40, 41] . As a result, African-American women turn to their family members for guidance on cancer matters. Therefore, education of all family members is essential in order to eliminate the sharing of false information.
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These community-based programs and provider initiatives have met with varying degrees of success and have provided us with insights into working with these women, who have only recently gained attention as research participants [42] [43] [44] . Thus far, we have learned that we must adapt our research to the population we are studying, rather than adopt a one-size-fits-all approach. We have learned that building trusted relationships with the research team makes a difference in our ability to recruit African-American women into our studies [45] . We have also learned that tailoring interventions that integrate cultural aspects of the population being investigated are also effective. On the other hand, we have learned that even effective community-based approaches have limitations. They cast a narrow net, often leaving out women who are not connected with a community-based organization or missing women who are not plugged into the health care system through insurance and regular visits. They are often low-income women who do not have the opportunity to learn about cancer risks or low-cost or free mammograms or how to conduct a BSE. The research that has so far been brought to bear on African-American women and their cancer prevention behaviors has shown us that there is no one way to do things nor is there a quick fix for engaging this population. However, there is a lack of understanding of the role of the African-American family, specifically female family members, in influencing cancer prevention practices among other females in the family.
Theoretical framework for Kin Keeper

SM
The Kin Keeper SM model follows the human ecological perspective, which views an individual woman, her health and development and the health and development of her family in the context of physical, psychological, social and cultural environments [46, 47] . Environments are often described as nested and are depicted as concentric circles from proximal to distal, including individual, family and community. Environments can enhance or limit the potential for health and positive growth and development. An ecological perspective calls attention to relationships between persons and their family and community and transactions that occur among them. These transactions are dynamic and develop over time. To be successful in reducing cancer disparities and improving healthrelated behaviors, health promotion and prevention programs must identify and address the individual, family and community factors and the relationships among such factors that influence cultural and lifestyle practices of African-American women [48] .
Kin Keeper SM uses a conceptual framework based on the premise that the natural ways that African-American women communicate various health messages to females in their families (mother, daughter(s), grandmother(s), sister(s) and aunt(s)) can be used to influence them to engage in cancer prevention and screening behaviors. Building on this generational and cultural behavior, the Kin Keeper SM was developed as a women's health advocacy intervention model that naturally integrates health literacy. It uses various indigenous lay health models along with community development principles of capacity building [49] . The rationale for this model is as follows: (i) women serve as point persons for their own and their families' health and well-being by making most of the decisions for health care; (ii) African-American female family members have the ability to influence each other to conduct regular BSE, CBE and mammograms at the appropriate time and (iii) when cancer prevention options, such as a chemoprevention trial, are presented in a non-intimidating environment, such as the home, by a trusted person, such as a CHW, who serves as a liaison between the woman and the healthcare system, African-American women will be more likely to be actively engaged in their health. The Kin Keeper SM model makes two assertions: (i) understanding individual and familial cancer risk factors will influence early detection behaviors [5] and (ii) the model helps AfricanAmerican women make the connection between cancer risk factors, family cancer history and cancer detection behavior. The model helps to explain various dynamic factors-the community, the provider and the family-that influence African-American women to participate in cancer prevention and screening practices [50] .
Implementing the Kin Keeper SM Cancer Prevention Model
The Kin Keeper SM model uses CHWs (also known as lay health advisors, community health workers, indigenous community health workers, community health advisors, lay health home visitors and health aides), who work in community settings and serve as connectors between health care consumers and providers, to promote health among medically underserved groups [51] . They promote healthy living by providing education about how to prevent disease and injury and helping community residents understand and access formal health and human service systems [52] . Using CHWs has been particularly relevant among underserved and older African-American women, who often seek advice from female family members [53, 54] . The literature is also clear that the use of CHWs is effective in connecting hard-to-reach women with health care services [53, [55] [56] [57] [58] . Million-Underwood et al. [59] found that when African-Americans were provided with information regarding the benefits of participating in screening and treatment trials, they expressed a great willingness to participate. CHWs facilitate the understanding of the benefits of prevention and early detection. Like the patient navigators who act as patient advocates [60] in the Kin Keeper SM model, CHWs assist women in navigating the health care system for preventive services and provide them with additional resources.
Although existing empirical research provides important lessons about cancer control outreach to African-Americans [61, 62] , the continuing disparity of breast cancer provides evidence of the need for innovative cancer control models for prevention and early detection. Between 2000 and 2003, African-American women in the United States suffered a 36% higher death rate from breast cancer than Caucasian women [63, 64] . This disparity persists despite African-American women's lower breast cancer incidence rate. The best controllable predictor of a favorable outcome for breast cancer is early stage diagnosis. A major factor associated with earlier diagnosis is use of early detection screening services, including mammography and CBE. To be most effective, services like mammography must be received on a regular, recurring basis at recommended frequencies.
Our study combined three forms of scholarship: theory, research integration and application [65] . We conducted an observational cohort study, using the Kin Keeper SM Cancer Prevention Intervention. In this paper, we report the results of the initial implementation of the Kin Keeper SM model and potential implications.
Methods
This study was conducted in partnership with two community-based public health programs in Michigan. In one program, each Medicaid-eligible woman deemed at risk for less favorable pregnancy outcomes was assigned a CHW through Maternal and Infant Support Services (M/ISS). Their participation in the M/ISS can range from 2 months prenatal through 12 months postpartum. The other community-based program, Village Health Worker Program (VHWP), focuses on educating and mobilizing high-risk groups to receive screening for diabetes and cardiovascular disease, using CHWs and the social networking method of hosting house parties [66] . An advantage of working with both public health programs is that women in these programs are accustomed to learning about risk and benefits related to their bodies. Therefore, they could be ready to become more empowered and increase their personal capacity by learning about early breast cancer screening, the types of screenings and the guidelines for age/risk-appropriate screenings. Michigan State University's Institutional Review Board for the study of human subjects approved this study.
Research participants
In this manuscript, we focus on the 161 kin keepers and family members recruited through the efforts of our CHWs. Of these women, 49% were aged >40 years and therefore met the American Cancer Society's guidelines for annual mammograms. Further descriptive statistics on the women's socio-demographic characteristics are shown in Table I. K. P. Williams et al. [66] 92 [58] Two-sided asymptotic likelihood ratio test: ***P-value <0.001, **P-value <0.01, *P-value <0.05.
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Community health workers
Nine CHWs employed by one of two public health programs-the M/ISS or VHWP-served as paid CHWs for the current study. They were selected by their respective supervisor based on their experience as CHWs, their effectiveness with their clients and their willingness to work on this project. These CHWs each had more than 8 years experience, including recruiting their clients for university-based research projects. They all completed 16 hours of Kin Keeper SM Cancer Prevention Intervention training on topics including breast and cervical cancer prevention and early detection and how to implement the Kin Keeper SM model. From her caseload of ;30 women, each CHW was responsible for enrolling a minimum of five AfricanAmerican women to serve as kin keepers. This involved arranging two home visits with family members whom the kin keeper had identified, performing two follow-ups with individual family members (mailing a 6-month postcard reminder and conducting a 12-month in-person interview), making appropriate referrals and completing follow-up documents. Although some CHWs failed to meet the recruitment goal, others recruited more than five kin keepers.
Kin keeper eligibility
To be eligible, women had to be African-American, aged >18 years and participants in one of the two community health programs. Only after giving informed consent could the public health client be recruited into the study and take on the role of a kin keeper. As a kin keeper she was asked by her CHW to (i) complete a survey identifying the African-American family lineage of her mother and father and paternal and maternal grandparents and (ii) invite adult bloodline female family members (mother, grandmothers, sisters and aunts) to two home visitations to learn about breast cancer prevention and early detection screening. This proved to be a challenge for some CHWs with clients who self-identified as African-American but whose parents or grandparents included a non-AfricanAmerican. The kin keeper also agreed to assist the CHW, if necessary, in locating family members for the 12-month interviews. The kin keeper received a stipend for her participation and for recruiting her family. A total of 54 women participated as kin keepers.
Family criteria
Up to five individual family members, including the kin keeper, were eligible for inclusion in the educational sessions as a family unit. At least two members were to be between ages 35 and 64 and thus eligible for free/low-cost high-risk breast cancer screening programs. For participating as a family unit, the group received a restaurant gift certificate. In addition, each research participant received a gift bag with various breast cancer learning materials. Our sample consisted of 54 families and 161 individuals (see Fig. 1 ).
Data collection
Quantitative data were collected using three instruments: a socio-demographic questionnaire, a pre/ post-breast cancer literacy assessment and a personal action plan. We collected qualitative data through the use of focus groups.
Pre/post-breast cancer literacy assessment
The breast cancer literacy assessment measures a woman's functional understanding of breast cancer [67] . It is a 16-item scale administered in a preand post-test format. It uses a response format that combines multiple choice and true/false responses. Its three domains are (i) general cancer awareness, (ii) breast cancer knowledge and (iii) breast cancer prevention and control. The CHW reads each question aloud to the participants, thereby enabling each person to independently complete the assessment regardless of her reading level. The assessment takes about 10 minutes to complete. The instrument formative study has been reported [67] . In this study, we present findings on pre-post test scores only as validation that our implementation process is feasible and effective, as reflected by increases in test scores.
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Personal action plan
In the Kin Keeper SM model, women have an opportunity to establish a personal action plan related to breast cancer screening. Women complete this with the assistance of the CHW and then refer back to it during the 12-month follow-up visit. The CHW keeps a copy, the participant retains a copy and a copy remains in the research office.
Focus groups
Following the second home visit, we conducted two focus groups, one with five CHWs and the other combining kin keepers and family members in a group of six. This enabled us to elicit exploratory and confirmatory perceptions [68] . Both sets of participants were associated with the M/ISS program. Each CHW was asked to recruit two participants to be in the family focus group session. All focus group participants, including the CHWs, were given a cash stipend for their participation. Funding limitations prevented us from conducting focus groups with the VHWP that was located 160 miles from the M/ISS program.
We asked the kin keepers/family members questions focusing on their opinion of the overall program and about the unique features of this program, such as the CHW reading all the materials at the home visits, the personal action plans and their experiences discussing their goals with other members in their family. In the CHWs' focus group session, we asked them about their perception of how their families received/liked the intervention, what they learned from the research project and things they would change. Each focus group session lasted ;1 hour. An observer took notes while a professional transcriber recorded all responses and comments. To protect confidentiality, each participant was identified numerically rather than by name in the transcriptions.
Implementation
The Kin Keeper SM educational session took place during family home visits. The CHW and kin keeper together scheduled the first family visit. The second family visit was scheduled by the group during the first visit, when all were in attendance at the kin keeper's home. Both visits were scheduled for evenings or weekends. The second visit occurred 1-3 weeks after the first one. Each visit lasted ;1.5 hours. Before and after each visit, all family members completed the breast cancer literacy assessment.
During the first visit, after each family member completed the assessment, the CHW instructed the 
Statistical methods
To describe the participants, we performed descriptive analyses and used chi-square tests. To establish the feasibility of the Kin Keeper SM Cancer Prevention Intervention and the implementation process, we calculated participant drop-out rates between the first and second home visits. We also analyzed participants' understanding of key concepts and screening and prevention practices through their responses to the breast cancer literacy assessment. To validate the feasibility of the Kin Keeper SM Cancer Prevention Intervention, we performed a paired t-test of the pre/ post-test scores, then controlled for covariates using a random-effects mixed model with the difference in pre-and post-test scores as the dependent variable. Explanatory variables included in the model were the public health program (M/ISS or VHWP) and the woman's kin keeper status (i.e. kin keeper or other family member). Interactions between these explanatory variables were also assessed.
Responses from members of the same family are likely to be correlated because two individuals within the same family will have responses that are more similar than two individuals in different families. Ignoring this dependence is apt to yield incorrect standard errors [69] . To address this, we used the principle that similarity in the responses within a family may be conceptualized as due to unobserved random family-level variables. Therefore, a family random-effects term was added to the mean model. This adjusts for heterogeneity of families, which can be due to unmeasured family-level random effects (predispositions).
A simple linear mixed-effects model (also referred to as the intercept-only model) to analyze the differenced breast cancer literacy scores denoted as y ijkl for a woman l in the family i, participating in the program j and of kin keeper status k can be formulated as y ijkl = d+F i + e ijkl , where d is the mean score difference, F i is the random family effect and e ijkl is the measurement error. It is assumed that the random effect F i and the measurement error e ijkl are independent and distributed as central normal distributions with variances r 2 F and r 2 , respectively. The fixed-effects parameter d captures the overall change over time across all levels of the kin keeper status and the health program. If the null hypothesis d = 0 is rejected at 5% significance level, we can then conclude that there is some evidence from the data of a difference between the pre-and postintervention scores with adjustment for the family random effects. The model can also be extended to assess whether the kin keeper status or the health program affects the change. The model is formulated as y ijkl = d 0 + b j + c k + F i + e ijkl . Tests on bs and cs assess the effect of the kin keeper status and the health program on the outcome difference. This model can also examine the interaction between explanatory variables. The estimates of these mixed models are used to compute the posterior power by simulation to show that the study has adequate power to detect differences observed in the data.
Qualitative analysis
The focus group transcripts and observation notes were discussed, analyzed and validated by consensus in accordance with grounded qualitative theory [70] . Investigators independently read transcripts and extracted key comments associated with knowledge and experiences with breast cancer prevention and early detection using pragmatic and semantic content analysis [70] . The latter focuses on the meaning of the statement, the former on why something was said. Observer notes were compared with the categories for investigators' independent coding. Using the grounded theory of analytic process provided a context for understanding the practicality of the Kin Keeper SM model.
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Results
Results of the bivariate analyses using the chisquare tests showed that age, education and income were significantly different between women from the two health program groups (see Table I ). Similar findings are listed in Table I concerning their self-reported breast examination behaviors.
To assess feasibility of the Kin Keeper SM Cancer Prevention Intervention, we calculated the overall participant drop-out rate and found a very low rate of 3%. The drop-out rate for women recruited through the M/ISS health program was 5%, while that for women recruited through the VHWP was 2%. The low drop-out rates suggest that the Kin Keeper SM Cancer Intervention and the implementation process are feasible and capable of retaining participants over time. Results of the two-sample t-tests for the pre/post-test scores show that there was a significant increase in test scores. Detailed results by health program and by kin keeper/family member categories are shown in Table II . The increase in scores across the board suggests that our process was indeed feasible and effective for different categories of women.
To validate the result that the Kin Keeper SM Cancer Intervention was feasible, we assessed changes in cancer literacy scores using random-effects mixed models. While results from these models could be construed as assessing program intervention effect, here we use them solely to validate the feasibility of the Kin Keeper SM model. If the women's cancer literacy scores did not increase (while controlling for fixed and random effects), then we would have inferred that the practicality and feasibility of the Kin Keeper SM model were questionable. Results are shown in Table III . As predicted, no significant differences were detected between the cancer literacy scores of kin keepers and family members, nor were there any significant interactions between kin keeper status and communitybased public health programs. Controlling for random effects of between-subject correlations, the cumulative improvement in mean scores was 5.9% following the implementation of the Kin Keeper SM model. The post-implementation breast cancer literacy scores are significantly higher than the initial scores at 5% significance level (P-value = 0.0004) when family random effects are accounted for. In the main-effects model, the increase in cancer literacy scores is significant (P-value = 0.0377). While all participating women increased their breast cancer literacy scores over time, women in the M/ISS program appeared to increase their scores more compared with women in the VHWP program. Interaction between the community-based public health program variable and kin keeper status was assessed and found to be non-significant at the 5% level (P-value = 0.6667). The increase in scores across the board suggests that our finding of the Kin Keeper SM Cancer Prevention Intervention as feasible was valid. 
Power analysis
With use of the intercept-only model,
there is a power of 97% to detect the difference of 0.059 on the log-scale between the pre-and postbreast cancer scores at the 5% level of significance. The statistical package SAS version 9.1 (SAS Institute, Inc., Cary, NC) was used for fitting mixedeffects models (PROC MIXED) and calculating the non-centrality parameter and the related numbers of degrees of freedom for the power calculation. A P-value of <0.05 was selected to denote statistical significance.
Qualitative data
As was anticipated with the Kin Keeper SM model, women did share their breast cancer screening goals with their family. Examples from the focus group responses corroborate this element of the design. KF103: 'My sisters and I discussed our goals and that [BSE] was one of our goals:. to check more often since the three of us had a bout with a lump in the breast, . check ourselves much more often than what we did in the past.' Women in the study particularly appreciated instruction in how to properly perform a BSE. CHW 104: 'Once we got past the myths of mammograms and all that type of stuff, the education played its part. They were amazed. A lot of them were surprised that they were doing their BSE the wrong way. So they enjoyed that.' CHW 105: 'All my families really enjoyed it. We had a ball with all the information and especially the hands-on stuff'.
Although women readily included both BSE and CBE in their actions plans, their responses to openended questions about the frequency of these examinations suggested their uncertainty about the required frequency as well as the need for a revised form to make it easier to use. Most women (88%) indicated they would conduct a monthly BSE. This health behavior is not dependent on health care access. However, even with two home visits and a cancer literacy score of >75 for all participating women, 10% of women who cited conducting a BSE as their goal were confused about how often they should perform a BSE. For example, a few indicated 'daily' and two indicated 'over a 100 times a month'. American Cancer Society guidelines call for 80 of the 161 women to have mammograms annually due to age (>40 years). Even though 82 women had had a mammogram at some time, only 66 had mammograms in the past year and only 54 were aged >40 years, implying that 67.5% of women aged >40 years received needed mammograms. The issue of frequency is also raised by the fact that 10% of the 93 women who included mammography in their personal actions plan were confused about how often they should get a mammogram.
Discussion
To teach women about the salient aspects of breast cancer prevention and early detection, we implemented an innovative family-focused intervention, Kin Keeper SM , which builds on the generational The breast cancer literacy assessment baseline scores, compared with post-intervention assessment scores, showed that women increased their functional understanding of breast cancer prevention and early detection. In their personal action plans, most women set attainable goals for themselves. Data from the focus group sessions suggested that women saw value in learning the proper techniques of BSE. The increase in scores across the board suggests that our process was indeed feasible and effective for different categories of women.
Currently, the predominant current approaches for cancer education, prevention and screening have focused on using the influences of either the health care provider [26] [27] [28] [29] [30] 74] or communitybased programs [6-13, 15, 19] . As mentioned, these approaches cast a narrow net, often leaving out women without connections to a communitybased organization or missing women without connections to the health care system through insurance or regular visits. Low-income women who do not have the opportunity to learn about cancer risks, low-cost screening services or how to conduct a BSE may be left particularly vulnerable by traditional outreach approaches. By design, the Kin Keeper SM accounts for the diversity that exists within African-American families, such as income and access to health care information [71] . Working with two extremely different public health programs, we demonstrated the implementation of the life span approach and its appeal in a familial setting. As we look toward the expanded utility of Kin Keeper SM as a model for education and recruitment of women into clinical trials and genetic studies, family lineage will be important to identify for familial cancer registries.
We observed that some CHWs were challenged by our kin keeper eligibility criteria, which required that parents and grandparents be African-American and that at least two family members who live in the defined community be between ages 35 and 64 years. As a result, data collection was extended by 3 months. Other than redefining the community to include the county, which is considered part of our public health programs' service area, we retained the criteria. We deliberately focused on the AfricanAmerican family rather than multiracial families that include African-Americans to gain more insight into the social, economic and heterogeneity among African-Americans that could facilitate development of more tailored screening services.
CHWs and program staff alike also cited the design of the personal action plans as something that needed to be revamped. A routine protocol meeting with the CHWs and the research coordinator revealed that the formatting was confusing, leading some women to complete the section on 'future goals' and 'accomplished goals' in the same setting. In addition, some of the older women were so moved by the intervention that they set goals that clearly were not in line with any guidelines, such as performing a BSE '100 times in a month'.
Limitations
Community-based research methods caution against generalizations or one-size-fits-all recommendations, which could be viewed as a limitation.
Implementing the Kin Keeper SM Cancer Prevention Model Moreover, our study employs a single-arm pre/ post-test without a control group; therefore, our results are somewhat limited because they are based on simple measurement. Nevertheless, we have employed multiple techniques and analyses to validate the feasibility of our process and found corroborating results. Despite the limitations and our challenges, our experience has demonstrated the public health utility of the Kin Keeper SM model and the feasibility of applying it in a real-world environment. In our continuing study, we will track breast cancer screening behaviors, along with the impact of time on the assessment scores. We will conduct a larger investigation to study the actual effects of the model measured statistically. In further analysis, we anticipate linking the personal action plan goals with the breast cancer literacy scores.
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